DISCUSSION.
Dr. JAMES TAYLOR expressed the opinion that it was an extremely interesting case of bilateral, possibly multiple, cerebral lesion causing bulbar symptoms -so-called pseudo-bulbar paralysis. With regard to the situation of the lesion, that seemed to differ from most of the other cases in that the fits were a marked feature. In most of the cases in which a lesion had been described, it was situated in the lenticular nucleus. But a bilateral lenticular lesion would scarcely cause all the symptoms which this case presented. ile thought there was something more in this case-possibly a multiple cerebral lesion; certainly both hemispheres were involVed, and he thought there was evidence of descending pyramidal degeneration on both sides. Of all the cases of pseudo-bulbar paralysis which he remembered reading about, this one most closely resembled one of the early cases reported by Sir Thomas Barlow,' in which there had been successive embolisms on each side of the brain.
Dr. GRAINGER STEWART, in reply, agreed that the case resembled that which Sir Thomas Barlow had described. The case had certain features which he hoped to learn more about when he had seen the patient for a longer time.
Case of Syringo-bulbia. By H. R. PRENTICE. M. L. S., AGED 26, cook, unmarried, under the care of Dr. Gordon Holmes at the National Hospital. Family history: Nil. Past history: Nil. History of present condition: August, 1909-weakness in right knee, later in left knee; in a month both legs so stiff that patient could not walk at all; some loss of sensation up to the knees, particularly for thermal and painful stimuli; slight difficulty in micturition. February, 1910-spasticity began to diminish and has become progressively less since. May-began to walk. Patient had noticed no affection ofarms or head. Present condition: Well nourished; viscera healthy; slight cervicodorsal kyphosis; cerebral functions unimpaired; special senses unimpaired. Cranial nerves: Third, fourth, and sixth-left pupil slightly larger than right, nil else; fifth-normal right and left;-seventhslight facial asvmmetry without motor loss; ninth, tenth, and eleventhspeech and swallowing unaffected, palate deviates to left; twelfth-marked hemiatrophy with fibrillary tremor on right side, slight longitudinal folding on left. 
The PRESIDENT said that two years ago he saw a case which also came under the notice of Dr. Gordon Holmes. The patient was a woman who had paraplegia associated with very marked sensory paralysis of the dissociated type. She could not feel heat and cold, but retained sensation for tactile stimuli. It seemed to be either a case of syringomyelia or some tumour of the internal part of the cord. She was for a long time in Queen Square Hospital, but got progressively worse. After she had left he was asked, as a matter of charity, to take her into St. Bartholomew's Hospital. He admitted her there for a time, and to his surprise, though she had the same treatment as at Queen Square-iodide of potassium, massage, and electricity to the legs-she began to improve, and when he last saw her she was able to walk. That showed that cases with grave cord symptoms might improve without drastic treatment.
Dr. WILFRED HARRIS asked how high up the left side the analgesia and the thermanawsthesia extended. He also asked what evidence there was that it was syringomyelia. Why could it not be a focal lesion, possibly haemorrhagic, and not due. to hmorrhage into the syringomyelic cavity ? This case did not remind him of the cases of syringomyelia which he had seen involving that region. He had two now in which there was hemiatrophy of the tongue, and in those cases the thermancesthesia involved thesame side of the body much more extensively than on the opposite side, although on the opposite side there was some analgesia. In both his cases there was aneesthesia of the second, third, and fourth cervical segments on both sides, and on the same side wasting of the tongue. In one case there was nystagmus on the same side. Another case he saw fifteen years ago, and it was then called hsemorrhage into a cavity. The onset was sudden, with intense pain in the back and paralysis, whilst he was bathing at Folkestone. He was paraplegic, analgesic, and anaesthetic up to the second rib. He developed complete paralysis of the triceps, serratus magnus, latissimus dorsi, and the lower half of the pectoral, which was to be ascribed to a lesion in the sixth cervical segment. Those muscles wasted and had not altered. The ancesthesia cleared up, but the thermanaesthesia did not. Though that was regarded as syringomyelia with hbemorrhage in the cavity, it had not shown any further sign, and he had seen the patient at intervals since the onset. He doubted whether it was syringomyelia at all.
Dr. GRAINGER STEWART said that last year he saw a patient-a typistwho presented the clinical symptoms of a central cord lesion in the cervical region. The illness had come on progressively, but had become rapidly worse in fourteen days. When she was admitted to hospital she could not use either arm at all; she had dissociated sensory loss in both arms and spastic paralysis on the left side, with extensor response. With quiet and absolute rest in bed she had improved, and after four months she was able to go back to her work and do some typing; she was so slow at it, however, that she gave it up and took to using a pen. She remained well until last week, when she complained of weakness and numbness in the legs, and he found, on examination, that she had evidence of a cavity in the lumbar cord, with dissociated sensory loss there. There was an increase in the cervical symptoms, the lesion having spread upwards two segments. Formerly the seventh cervical was the highest level; now she had got sensory changes as high as the fifth cervical segment.
He did not think it was a case of hemorrhage into a cavity, but rather an oedema, or some subacute inflammatory change, which had passed off under rest. He thought most cases of syringomyelia improved greatly if kept quiet.
Dr. PRENTICE, in reply, said he had had some doubt as to whether it was syringomyelia, and he tried to picture some lesion which would explain the symptoms if it were not syringomyelia. The weakness in the arms and legs developed during a month, and the onset was gradual, first weakness in the right knee, later in the left knee; then the legs became more and more stiff, and later the arms. At the end of a month she was almost completely paralysed up to the neck. He could not think of a lesion which would explain that, except some rapidly developing tumour, or possibly a gliosis, in that region. A syringomyelic growth might easily explain it, and the fact that it had retrogressed so markedly since February, and was still improving, seemed to fit in with the progress of a syringomyelic case. He suggested that there was primarily a paralysis due to growth, and cavity formation afterwards, leading to freeing of the tracts pressed upon. X-rays had been applied, but he thought the rate of progress during their application was the same as when the case was simply watched, and local treatment applied to. the limbs.
Notes of a Case of Hemiatrophy frqm Sclerodermia.
By PHILIP COOMBs KNAPP, M.D. (Boston, U.S.A.). MALE, aged 18, metal worker. Family history negative, previous health and habits good. No use of lead. Two years ago some sharp, paroxysmal pain in the left leg, followed by spasmodic, clonic
